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Flexible Benefits Account Reimbursement Request

Instructions:
1. Fill in the employee information and Part A and/or Part B completely.

Employee Information (must be completed in full)

2. Have day care provider sign below OR attach receipts for expenses incured  for
Part A.

Employer name: Plan #:

3. Attach copy of Explanation of Benefits (EOBs) for expenses covered by health
insurance OR attach itemized bills from your provider(s) for expenses not
covered by medical/dental insurance far Part B.

4. Keep a copy of all submitted expenses.
5. Submit Health Care claims monthly.

Employee’s name:

Home address:

City/State/Zip:

Social Security #:

Address change? Yes0  NoP

Part A. DEPENDENT CARE & DAY CARE EXPENSE INFORMATION (all information MUST be filled out completely)

Name of day care provider Address:

Tax ID number OR Social Security number:

1. I / I I I OYeS ONo I I /to//  Is

I 2. I / I I I PYeS DNo I /  /   t o  /   /  ls
I 3. I / I I I OYes ONo I /    /    t o   /    /  ls

RECEIPTS ARE NOT NECESSARY IF DEPENDENT CARE PROVIDER SIGNS THIS SECTION.
I c e r t i f y  above charges have been incurred: Signature  of Dependent Care  Provider

Iartifjlthatdependartcatee~were~~torllow~~~~myspousetobe~loytd~&the~.I llldtWdth8tdepcladglacUe~reirnbwsad~thtDependsrdcUe~~bCClaimsd

asaChild~Ta.xCreditonmyFederalkomeTaxRetum.

Ealployee  SigMtute  (raquired) Date,

.,

Part B.. HEALTH CARE EXPENSE INFORMATION (all information MUST be filled out completely)
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